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HISTORY TAKING
IDENTIFYING DATA
1. First name, second name, surname (nick name)
2. Age (day and month of birth)
3. Date of the admittance
4. Occupation of his/her parents
5. The number of the school, class (kindergarten, nursery school)
6. Home address, telephone number
I. COMPLAINTS
A complaint of the patient wheny he/she was admitted to the hospital. 
Complaints should be formulated clearly and briefly. At first you describe main 
complaints, then - general ones (briefly). It is necessary to mention complaints at 
the moment of examination.
П. PAST HISTORY
1. Prenatal period
Maternal health before and during pregnancy, including nutrition and spe­
cific illnesses related or complicated by pregnancy. Doses and duration of all 
drugs taking during pregnancy including alcohol ingestion and smoking. Dura­
tion of pregnancy. Weight gain. Living condition and nutrition (diet) during 
pregnancy.
Natal. Nature of labor and delivery, including degree of difficulty, analge­
sia used and complication encountered. Duration of labor.
2. Neonatal period
Premature bom or not (estimation of gestational age and the reason for the 
premature labor). Birth weight, circumferences of head and chest, birth length. 
Onset of respirations, resuscitation efforts; Apgar scores. Cry (weak or strong), 
presence of any rash or wounds on the skin. Duration of the physiological jaun­
dice. Time of the first breast feeding.
3. Feeding history
Breast feeding: frequency and duration of feeds, use of complementary 
feedings, difficulties encountered, timing and methods of weaning. Artificial 
feeding: type, concentration, amounts and frequency of feeds, difficulties (re­
gurgitation, diarrhea) encountered.
Vitamin and iron supplement: type, amount given, frequency and dura­
tion.
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Solid foods: types and amounts of baby foods given, when introduced, in­
fant s responses to feeding process.
Characteristic of the feeding on the day of the examination.
Eating habit: likes and dislikes, specific types and amounts of food eaten.
4. Growths and Development History
Physical Growth. Actual (or approximate) weight and height at birth at 1, 
2, 5, and 10 years, history of any slow or rapid gains or losses; tooth eruption 
and loss pattern.
Developmental Milestones. Ages at which patient held up head while in a 
prone position, rolled over from front to back and back to front, sat with support 
and alone, stood with support and alone, walked with support and alone. Age, of 
which patient said first word, combinations of words, sentences.
Social Development. Sleep: amount and patterns during day and at night. 
Speech: hesitation stuttering, baby talk, lisping. Habits: bed rocking, ties, thumb 
sucking, nail biting, pica. Discipline: parental assessment of child s temperament 
and response to discipline. Schooling: experience with nursery school, 
kindergarten, academic achievements, school’s concerns.
5. Past illnesses
You should mention all diseases of the neonatal period and during first 
year of life. It is necessary to describe all past illnesses (at which age, duration, 
severity, complications). Particular attention should be given to the allergies 
during infancy and childhood. Asked about such childhood diseases as measles, 
rubella, mumps, whooping cough, scarlet fever, poliomyelitis. Immunizations. 
Specific dates of administration of vaccine should be recorded. Any untoward 
reactions to specific vaccines should also be recorded.
6. Family History
Age of mother and father. The condition of the health of parents. The 
presence of chronic infections (tuberculosis, syphilis), chronic intoxication (pro­
fessional, domestic), endocrine, allergic and rheumatic diseases. The health of 
grandmother, grandfather, uncles and aunts from both sides. If somebody of the 
close relatives has already died you should mention the cause of death. The 
number of pregnancies in mother. The number of children in the family (their 
age and condition of health).
7. Socioeconomic circumstances
The parental education, job, emotional health and family background. The 
family income, type of dwelling and neighborhood in which the family lives, 
living condition (type of flat). The presence of any sick people in the children's 
neighbourhood.
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1П. PRESENT ILLNESS
The condition of the child before the onset of the disease. Date of the on­
set of the disease. Duration of the disease. You should describe the setting in 
which it developed, its manifestations and any treatment. Main symptoms 
should be mentioned in term of location, severity (i.e. onset, duration and fre­
quency), the setting in which it occurred, factors that aggravated or relieved 
symptoms. You also should describe condition of the child at hospital, treatment 
and its results before your examination.
IV. PHYSICAL EXAMINATION
The date of the examination. You should describe systems and organs in 
details using methods according to the child’s age.
Clinical examination o f the child
General condition of the child. Temperature.
Nervous system
The consciousness of the child, reaction to the surroundings. The charac­
teristics of the behavior, irritability, excitement, listlessness, reticence, sociabil­
ity, insomnia, drowsiness. Correlation between age of the child and his/her 
mental development. Cranial nerves. You should describe skin reflexes - ab­
dominal, cremasteric and tender reflexes (knee, ankle).
You also should check meningial signs, neck mobility, Brudziński s and 
Kemig’s signs, muscle strength. Involuntary movements.
Inspect eyes, ears, nose, mouth, throat and voice.
Physical development
Weight, height, circumstances of the chest and head. Estimation of child
data.
Skin
Inspect and palpate skin. Note following characteristics: colour (redness, 
pallor, cyanosis and yellowing of the skin), moisture (dryness, sweating, oili­
ness), nails (colour, shape, any lesions), hair (quantity, distributions, texture). 
The presence of any scars, pigmentation, rush.
Subcutaneous tissue
Mobility, turgid. Edema (location, density).
Lymphatic system
Palpate lymphatic nodes (size, form, connection to the skin and to other 
tissues, scars).
Musculoskeletal system
Muscle: development, tonus (normal, decreased, increased), muscular 
strength. Position of the body (if the patient is sitting, standing or lying).
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Joints: any limitation in the normal range of motion or any unusual in­
crease in the mobility of a joint (instability); any signs of inflammation (swelling 
in or around the joint, tenderness, increased heat, redness of the overlying skin), 
crepitation, deformities, symmetry of involvement or not.
Bones: fonns of the head, condition of commisures, and fontanels. Any 
deformation of bones.
Respiration: shape of the chest, any deformation of the chest or backbone, 
symmetry of the chest, abnormal refraction of the interspaces during inspiration. 
Position of the scapulas and clavicles. Harrison’s sign s.
Observe the rate, rhythm, depth and effort of breathing. Check the pa­
tient s color during inspiration. Listen to the patient s breathing (audible addi­
tional sounds such as wheezes and if so its connection with respiratory cycle). 
Palpation of the chest (identification of tender areas, assessment of observed ab­
normalities and respiratory expansion, compare symmetrical areas). Assessment 
of tactile fremitus.
Percussion: symmetrical -  changes and their localization; topographical: 
border of the lung, duaphragmatic excursion.
Auscultation: lung sounds (vesicular breath, bronchial breath, bronchove- 
sicular sounds, tracheal breath). Listen to the breast sounds, their intensity. Is 
there a silent gap between the inspiratory and expiratory sounds?
Assess the pitch, intensity and duration of the inspiratory and expiratory 
sounds. The most common added sounds: crackles (fine or coarse) or continuous 
sounds (wheezes or rhonchi). If you hear any added sounds note: their loudness, 
pitch, duration, number (few or many) in the respiratory cycle, location on the 
chest wall, any change after a cough or change in the patient s position.
The cardiovascular system
Inspection of the anterior chest. Inspect and palpate cordial and apical im­
pulse. Apical impulse (location, diameter, amplitude and duration).
Percussion, borders of the cardiac dullness.
Auscultation, you should describe any murmur and its location, timing 
(systolic or diastolic murmur), shape, location of maximal intensity, radiation 
from this location, intensity, pitch and quality (blowing, harsh, rumbling or 
musical). Heart tones (first, second, any splitting of these sounds, connection 
with respiratory cycle, any extra sound in diastole or systole). Additional 
characteristic of murmurs or heart tones it’s variation with respiration.
The arterial pulse: you should examine pulsations on the radial and carotid 
arteries and in the venae jugularis. Try to assess the rhythm (regular or irregular, 
if irregular try to identify a pattern), the amplitude of the pulse. Any variations 
in amplitude from beat to beat or correlation with respiration. When the rhythm 
is irregular, the rate should be evaluated by cardiac auscultation.
You should note visible pulsation of neck, temporal and epigastria arter­
ies. Auscultation of carotid arteries and neck veins. Blood pressure.
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Gastrointestinal tract
Lips: color, moisture, rash, erosions.
Mouth: odour, color of mucose, erosions, hemorrhages, enanthemas.
Tongue: colour, moisture, picture, sore, lesions, erosions, ulcerations, 
condition of it in the mouth. Note any white or redness areas or nodes. Ask the 
child to put out his or her tongue. And inspect it for symmetry.
The gums and teeth. Note the color of the gums. Inspect the gum margins 
and the interdental papilla’s for swelling or ulceration.
Teeth: are any of them missing, discolored, abnormally positioned?
Pharynx: inspect the soft palate, uvula, and tonsils. Note the color of 
pharynx; look for exudates, swelling, ulceration or tonsillar hypertrophy. If pos­
sible, palpate any suspicious area for indurations.
The abdomen: inspect the abdomen, look at the contour of the abdomen 
and observing peristalsis. Note the skin, including scars, striae, debated veins (a 
few small veins may be visible normally), rashes and lesions. Examine the um­
bilicus -  its contour, location and any signs of inflammation or hernia. Note the 
contour of the abdomen: if it is flat, rounded, concave or hollowed. Examine the 
inguinal and femoral areas. Is the abdomen symmetrical? Are there visible or­
gans and masses? Observe peristalsis for several minutes. Aortic pulsation in the 
epigastrium.
Percussion: assess the distribution of tympany and dullness (note any 
large dull areas).
Palpation: light (abdominal tenderness, muscular resistance). Deep (any 
masses and their location, size, shape, consistency, tenderness, pulsation, mobil­
ity). Signs of the peritoneal irritation. By deep palpation inspect stomach, intes­
tines, lymphatic nodes.
Auscultation: listen for peristalsis.
The liver: inspection and visible enlargement of the liver.
Percussion: border of liver dullness: upper, lower, vertical span of liver 
dullness.
Palpation: the edge of the liver (soft, sharp, regular, smooth), surface, 
condition.
The spleen.
Visible enlargement of the spleen, upper and lower border of the spleen 
dullness, palpation (patient lying on right side): size, condition, characteristic of 
the edge (tenderness, sharp, regular), surface (smooth, granular, rocked).
The urinary the tract
Any masses above pubis, in the region of kidney. Palpation of the kidney 
(patient lying, standing): if the kidney is palpable describe its size, contour, ten­
derness, surface. Percussion, Pastematski sign.
Development of the genital system.
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V. PRELIMINARY DIAGNOSIS
Based on history of diseases, complaints, examinations of the patient.
VI. EXAMINATION PLAN
VII. RESULTS OF LABORATORY AND INSTRUMENTAL TESTS
VIII. DAILY CURRATION (DURING 3 DAYS)
Date. Temperature. Weight (in comparison with previous). Pulse, quality 
of breath, blood pressure.
You should describe briefly skin, chest, circulatory system and gastroin­
testinal tract.
Used treatment.
IX. FINAL DIAGNOSIS
X. ETIOLOGY AND PATHOGENESIS 
OF THE PRESENT DISEASES
XL TREATMENT
XII. PROPHYLAXIS
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